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Internal intestinal hernia has been deﬁned as bulging of the intestines through a normal or an abnormal peritoneal or mesenteric
opening. Paraduodenal hernias comprise 30%–53% of all internal intestinal herniations and account for 0.2%–0.9% of all bowel
obstructions. In this paper, we aimed to present a male patient of 42 years of age who developed intestinal obstruction due to left
paraduodenal hernias. Left paraduodenal hernia should be taken into consideration in the diﬀerential diagnosis in patients of
relatively younger ages with no prior abdominal surgery who frequently have bowel obstruction episodes.
1.Introduction
Internal intestinal hernia has been deﬁned as bulging of the
intestines through a normal or an abnormal peritoneal or
mesenteric opening. This clinical entity can occur for con-
genital or acquired reasons and accounts for around 1%–
5.8% of all intestinal obstructions [1–3]. Although the
intestinal herniations are divided into distinct subgroups
based on the localizations, it is the paraduedonal hernias
which are responsible in nearly half of the patients. Also
knownasTreitz’shernia,theparaduedonalherniationseven-
tuate from abnormal rotation of intestine. Paraduedonal
hernias comprise 30%–53% of all intestinal herniations and
account for 0.2%–0.9% of all bowel obstructions [1–4]. In
t h i ss t u d y ,w ea i m e dt op r e s e n tam a l ep a t i e n to f4 2y e a r so f
age who developed intestinal obstruction due to left para-
duedonal hernias.
2. Case Presentation
A 42-year-old male patient was admitted to our emergency
department with the complaints of nausea, vomiting, and
abdominal pain that had lasted for 3 days and had shown
progressive worsening. The patient especially expressed that
the pain had intensiﬁed around the umbilical region and
that he had been unable to pass stool or gas. The patient’s
history revealed no systemic disease or prior operation. As
for the vital signs of the patient, the blood pressure, the pulse
rate, and the body temperature were measured to be
130/85mmHg, 83 beats/min and 37.3◦C, respectively.
Marked abdominal distension and rebound tenderness were
detected in the physical examination performed, whereas no
abdominal guarding was observed. In standing abdominal
directX-ray,widespreadair-ﬂuidlevelswereobserved.While
no pathological ﬁnding was detected other than mild uremia
in the blood chemistry, leukocyte counts was reported to be
16.450/mm3.W ew e r en o tab let oo btai nultraso n ograp hi co r
contrast-enhanced abdominal CT evaluation because of the
fact that the patient was admitted to our emergency depart-
ment at 11.00 pm. Given the physical examination ﬁndings,
plain X-ray imaging and the absence of any prior surgery in
the case history, the patient was taken into surgery consid-
ering that widespread peritonitis was likely to exist due to
a possible congenital brid or a perforated appendicitis with
delayed diagnosis. We observed, in the surgical exploration
via midline incision, that all of the small intestinal segments
except a distal ileal portion of 50–60cm length was stuck in
the sac of a left paraduedonal hernia. The inferior mesenteric
vein constituted the anterior portion of the hernial sac
from the oriﬁce (Figure 1). After reducing the intestinal
segments in the hernial sac into the abdominal cavity, IMV
was released alongside its length. Then followed sealing oﬀ2 Case Reports in Medicine
Figure 1: Left paraduedonal hernia sac. The red arrow points to
the hernia sac, while the yellow arrow indicates inferior mesenteric
vein, constituting a wall of the hernial sac.
theoriﬁceofthesacwithsutures.Thepatient wasdischarged
from the hospital on the 5th day after surgery without any
complication.
3. Discussion
Intestinal hernias are entitled according to the oriﬁces they
passthroughortothepositionoftheherniatingorgan.Based
on the former deﬁnition, the most commonly seen hernia
types are as follows: paraduedonal, transmesenteric, perice-
cal, intersigmoid, supravesical, foramen Winslow, retroanas-
tomotic, and omental hernias. Paraduedonal hernia was ﬁrst
deﬁned by Treitz in 1857. Paraduedonal hernia is the most
common form among intestinal hernias, accounting for
30%–53% of all cases. Paraduedonal hernias result from ab-
normal rotation of the midgut during embryonic develop-
ment and can be divided into two subtypes, left and right
paraduedonal hernias, according to their distinct pathogen-
esis and the resultant anatomical derangement. 75% of them
are located on the left side in the Landzert’s paraduedonal
fossa [3, 5]. Around 50% of the patients with paraduedonal
hernias had episodes of intestinal obstruction in certain
periods of their lives. The symptoms seen in these cases can
range from temporary colicky pain in abdomen to the signs
of intestinal obstruction. The remaining 50% of the cases
follow an asymptomatic clinical course and are diagnosed
incidentally [1]. Imaging methods play a pivotal role in the
diagnosis of intestinal herniations. Plain X-rays can yield
information regarding the intestinal segment from which the
herniation stems and extension of the intestinal obstruction,
while abdominal CT shows dislocated, distended, expanded,
and gathered small intestinal segments [1, 5]. Moreover,
CT can also indicate the dislocations of mesenteric vascular
structures. Recently, diagnostic laparoscopy has provided the
abilities of both veriﬁcation of the diagnosis and simultane-
oussurgicalinterventionincasesthatcouldnotbediagnosed
by radiological methods. The basic principles applied in the
treatments of any kinds of herniations also hold true in the
treatment of paraduedonal herniations. These are the repair
of the defect and the resection of the hernial sac at times
when reduction of incarcerated intestinal segments is neces-
sary.
In conclusion, left paraduedonal hernia is one of the rare
causes of small bowel obstruction. It should be taken into
consideration in the diﬀerential diagnosis in patients of re-
latively younger ages with no prior abdominal surgery who
frequently have bowel obstruction episodes.
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